A case ofparaplegia was due to a ruptured aneurysm of the distal posterior inferior cerebellar artery. The paraplegia was caused by a unilateral lesion located between the cervicomedullary junction and the C2 level, where it involved both crossed and uncrossed pyramidal fibres projecting to the lower extremities. Since a vascular lesion near the cervicomedullary junction is likely to be missed, special attention should be paid to this region when investigating subarachnoid haemorrhage with paraplegia. (7 Neurol Neurosurg Psychiatry 1992;55:836-837) Paraplegia is usually a sign of bilateral involvement of the corticospinal tract in the thoracic or lumbar region, or the medial motor cortex in the interhemispheric fissure. When seen in patients with subarachnoid haemorrhage (SAH), it is most probably due to rupture of an aneurysm or arteriovenous malformation (AVM) in the distribution of the anterior cerebral artery causing mechanical compression by a haematoma in the interhemispheric cistern or ischaemia resulting from vasospasm of the anterior cerebral arteries.
Case report
The patient, a 57 year old woman, had been well until the morning of 23 December 1990, when she was found lying unconscious on the street. She was taken to a local hospital. On arrival at the emergency room, she was semicomatose with shallow, irregular breathing. The In our patient, MRI showed that the aneurysm was located laterally to the spinal cord at the level of C1, and this was confirmed at surgery. We think that the transient paraplegia was caused by mechanical compression due to local haematoma, and/or local circulatory disturbance, which impaired the more laterally located crossed and uncrossed fibres projecting to the lower extremities. Thus the paraplegia almost completely resolved after six weeks, after the disappearance of the haematoma and normalisation of the local circulation.
Distal PICA aneurysms are likely to be missed, and therefore careful investigation is necessary using 4-vessel angiography. A unilateral injection that shows reflux into the contralateral proximal PICA would be insufficient to rule out lesions more distal to the artery. 6 Our case suggests that a vascular lesion in the cervicomedullary junction should be included in the differential diagnosis of paraplegia associated with SAH, and that special attention should be paid to this region in the investigation.
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